appropriate care for the diabetic patients? -Would you please provide more details about the questionnaire development (adaptation) ? Did you translate it to Ordo "Pakistani language? Did you check the psychometric properties of the questionnaire..please mention if yes or no. -I can suggest to include the questionnaire as a supplementary file -Please give a reference for the sentence " The external construct validity was analyzed by checking empirical hypotheses derived from the literature" -Did you encourage the participants for expressing any queries encountered in response to the SMS messages.? please mention if yes or no. Results: -It could be suggested to provide more descriptions for the analyzed data within each table Discussion: -After reviewing the discussion part and since guidelines adherence are often influenced by many factors that can hinder or enable its implementation, I can recommend you to test the correlation between the knowledge and the adherence to diabetic recommendations (practice) post intervention in the interventional group. -Thank you.
REVIEWER
Bruce A. Perkins University of Toronto Canada REVIEW RETURNED 21-Dec-2017
GENERAL COMMENTS
I read with great interest this paper intended to take results of the TRIAD study toward implementation science methods. The authors conduct a "quasi-experimental" design which appears to return to standard clinical trial methodology by randomizing 62 physicians to a physician-centered SMS-based reminder system using ADA guideline concepts. They find that this intervention has overall benefits for knowledge and practice. Though I feel strongly that the authors have chosen an extremely important area of study, and that they have applied a very creative and feasible intervention that could be generalized broadly, I have some fundamental concerns with the study itself and additionally to the study reporting: 1. Trial Design, Justification for a Clinical Trial and Detailed CONSORT Reporting. In reading the introduction, I felt that the authors were justifying an implementation science design, but instead they use an RCT design that is described as "quasiexperimental". I found this difficult to follow. Randomization may actually refer to randomization at the institution (rather than physician) level, but it is not described as a cluster randomization trial and there would be only two clusters in this case. Sample size and power is not described from this perspective. Physician losses to follow-up are not described according to randomization group, only in total. Please do not include the cover letter as part of your manuscript. This has already been included on the system. Deleted -Please give a more detailed description of the background literature on this subject in the Introduction section. What is the rationale for performing this study? Done please see page3 -How was the random picking of the hospitals and participants performed? information added in the methodology section. We picked up the two hospitals randomly by pick out of hat method after listing all the public hospitals in Lahore but we not randomize the individual physicians in each hospital who were our basic study units. It was not possible to randomize the individual physicians as we were concerned about contamination bias and the number of avaiable physicians in each unit. Since this was an experimental study with a control group we labeled it as quasi-experimental and not randomized experimental trail. We calculated sample size based on the individual units and not on clusters. Please see methodology section as well. Also references for quasi-experimental study design Would you please provide more details about the questionnaire development (adaptation) ? Did you translate it to Ordo "Pakistani language? Did you check the psychometric properties of the questionnaire..please mention if yes or no. We used the original questionnaire and added the demographic section and did not change the language of the original questionnaire as all the study participants were physicians who could understand and speak English as it is used to teach medical education in our country. We did not check in detail the psychometric properties of the questionnaire as this question was developed and tested by Center For Disease Control USA. The Guttman scale was reported in the article. Please see page5
I can suggest to include the questionnaire as a supplementary file: Questionnaire included as a supplementary file
Please give a reference for the sentence " The external construct validity was analyzed by checking empirical hypotheses derived from the literature" This sentence just meant that we used pertinent literature review to make sure that the external construct validity of the questionnaire covers all the aspects related to the important aspects of the study variables. The sentence was deleted from the text due to its potential ambiguity.
Did you encourage the participants for expressing any queries encountered in response to the SMS messages.? please mention if yes or no. yes
Results: -It could be suggested to provide more descriptions for the analyzed data within each table  Tables changed and more description given please see table 2 pages 6,7 and pages 10,11
Discussion: -After reviewing the discussion part and since guidelines adherence are often influenced by many factors that can hinder or enable its implementation, I can recommend you to test the correlation between the knowledge and the adherence to diabetic recommendations (practice) post intervention in the interventional group. Confounder analysis and correlation between knowledge and the adherence to diabetic recommendations (practice) post intervention in the interventional group added in the results page 10,11 and discussion section -Thank you.
Reviewer: 3 Reviewer Name: Bruce A. Perkins Institution and Country: University of Toronto, Canada Please state any competing interests or state 'None declared': None declared Please leave your comments for the authors below I read with great interest this paper intended to take results of the TRIAD study toward implementation science methods. The authors conduct a "quasi-experimental" design which appears to return to standard clinical trial methodology by randomizing 62 physicians to a physician-centered SMS-based reminder system using ADA guideline concepts. They find that this intervention has overall benefits for knowledge and practice.
Though I feel strongly that the authors have chosen an extremely important area of study, and that they have applied a very creative and feasible intervention that could be generalized broadly, I have some fundamental concerns with the study itself and additionally to the study reporting: 1. Trial Design, Justification for a Clinical Trial and Detailed CONSORT Reporting. In reading the introduction, I felt that the authors were justifying an implementation science design, but instead they use an RCT design that is described as "quasi-experimental". I found this difficult to follow. Randomization may actually refer to randomization at the institution (rather than physician) level, but it is not described as a cluster randomization trial and there would be only two clusters in this case. Sample size and power is not described from this perspective. Physician losses to follow-up are not described according to randomization group, only in total.
Even though we picked up the two hospitals randomly by pick out of hat method after listing all the public hospitals in Lahore but we not randomize the individual physicians in each hospital who were our basic study units. It was not possible to randomize the individual physicians as we were concerned about contamination bias as well as availability of the physicians. Since this was an experimental study with a control group we labeled it as quasi-experimental and not randomized experimental trail. We have added the data of physicians losses to follow-up in the revised text. Please see page 2. Choice of Outcome measure. The outcome measures are not patient-centered (for example A1c, LDL, BP, "balanced scorecard" measures. This is an critical point that needs to be justified. Physician knowledge is one aspect, but patient outcomes would be a more reassuring measure of efficacy/effectiveness. This study was not designed to look at the patient outcome as much as we would have liked to check them. We could not measure the patient outcomes because of infrequent patient's follow-ups, small duration of study , and limited resources to check the patient outcomes including laboratory workup as the patient population in public hospitals are mostly poor with lack of resources. The study was not funded externally and the primary author used her private funds to conduct the whole study. We did ask 181 patients who were seeking their diabetic care in the two hospitals during the same time the interventional study was being done about their diabetic preventive care and this study is being published as well.
Ours was an exploratory study Future studies with better resources should check primary patient outcomes instead of process outcomes 3. Inconsistencies in the Description of the Primary Outcome measure. There is inconsistency in Abstract and Statistics sections for primary outcome -It is stated to be the composite score in the 13 domains, but Abstract and Results describe the components first. If indeed the components are the primary outcome, should there not be a multiple comparison adjustment? The change in composite score was the primary outcome we looked at and changes have been made in the article to reflect that first. Please see the changes made in the abstract, result, discussion, and conclusion section 4. Scale-up plans. These are alluded to in Abstract, but not in Discussion. Scale up plans added Please see page 13
